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ol SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION )
FREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREF¥X {(EACH CORRECTIVE AGTION SHOULD BE COMFLETION
TAG RESULATCRY OR LSC IDENTIFYING INFORMATION) TAG GRGSB-REFEREgEc;Eg[Eﬂ g{’i}EAPPRDPRIATE DATE

K o03g| Corrective Action for Targeted Area

K 038 | NFPA 101 LIFE SAFETY CODE STANDARD

58=0 _
Exit access is arranged 50 {hat exits are readil'y K 038- On . 4-21-15 the mainienance
director Installed new slgnage on 7

accessible at all times in accordance with seclion
71, 18,21 delagyed epress doors that has a

contrasting background reading, PUSH
UNTIL ALARM SOUNDS-DOOR CAN BE
OPENED IN 15 SECONDS.

ldentification of Area with Potential

This STANDARD s not met as evidericed by: fractad
B_ased oh obsarvationh and interview, the faclity 1o be Affacted
failad to provide instrucilve sighage on a On 4-15-15 the Maintenance Director

confrasting background for operation of

detayed-egréss door-locks. inspected egress daors and found that no

(NFPA 101, 7.2.1.6..1 (o) other areas were affected.
Findings ihclude: Systematic Changes

Observation and interviow with the Maintehance
Director, on 4/12/2016 at .00 PM confirmed
elght (7) of elght (8) observed exit doors had

Measures to assure compliance Include a
quarterly gudit of egress doors by the

detayed-egress magnetic lacking hardware and maintanance director to ensure that they

ware not provided with a sigh oh contrasting have slgnage that includes contrasting

SOUNDS - DOOR CAN BE OPENED IN 15

SECONDS, Monltoring

This finding was verifled by the Malntenance Rasults of these audits will be reported

Supervisor and acknowledged by the quarterly by the Maintenance Director to

iﬁg};&ﬁ?mr during the exit conference on the Quallty Assurance Performance
K 046 | NFPA 101 LIFE SAFETY CODE STANDARD Improvement Committee far Review and
$8=D Recommendations.  The Administrator

Emergericy lighting of at least 1% hour duration is. and Maintenance Director will follow up

provided In accordance with 7.9. 19.2.8.1. I on recommendations from the QAP

Committee to assure compliance.

This STANDARD is not met as evidenced by:
Basad on obsarvation and interview, the facilily

LABCRATOR! T G 515 SIGNAFER TILE {X6) DATE
sl , N /‘/a/a«/ 14l IS

Any daficlancy state drrding with an astorisk *} denotes a deficlency which the inshititlon may be excused from comecting providing i Js datermined that
ihe findings stated above are disclosable 90 days

other safaguards provide suffictent protecifon to ihe patients. (Ses instiuclons,) Except for nursing homes, g staled
foftowng the data of survey whether or nol a plan of correction Is provided. Far nirsing homes, the above findlngs and plans of corraction are disclosable 14
ited, an approved plan of carraallen Is requisite {o conitinved

days following ha déte iese dociments are mads avaitable.fo the factlly, if deflclencles are ¢
pragram particlpallon,
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{Xa) ID SUMMARY STATEMENT OF DEFICIENCIES " PROVIDER'S PLAN OF CORRECTION s
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL. - {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) K 038 CROSS-REFERENGED TO THE APPROPRIATE DAYE
DERCIENCY)
K048 Contlnued From page 1 K 038 Monitoring Conf,
falled to ensure exit paths fo the public way wera
provided with egress lighting. The 0QAPl Committee consists of the
Administrator, Medical Director,
The findings include: Consultant Pharmaclst, Directer  of
O_bs_prvaﬂon'and intarview with the Maintepance Nursing, Assistant Director of Nursing,
E&I;:?(:}gr:aglrt\ ;g!ﬂiot:tsa fuui:ggv:yw‘;z"gg?ed MDS Nurse Coordinator, Soclal Services
provided with egress lighting on emergency Director, Activitles Director, Dictary
power from 400 hall exit dischargs. Manager, ~ Maintenance  Director,
Housekeeping / Laundry Dlrector, Busihess
This finding was verified by the Maintenance Office Manager, Admissions Director, and
Supervisor and acknowledged by the Therapy Manager. 5/10/15
Administrator during the exdt conference on K 046

411212015,

Corrective Actlon for Targeted Area

K 046- On 4-22-15 Acorn electrical
company installed emergency egress
lighting at exit discharge from 400 hall to
provide lighting to a public way.

Identlfication of Area with Potential
to ba affected

On 4-15-15 the Maintenance Director
inspected emergency egress lighttng to a
public way and found ne other areas were
affected.

Systematic Chahges

Measures to assure compliance include a
quarterly audit of emergency egress
jighting by the maintenance director to
ensure that emergency lighting Is provided
and working properly:
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Bivision of Heglih Care Facllitles
STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION
ANDD PLAN OF CORREGT . (343) DAYE SURVEY
RREGTION IDENTIFICATION NUMBER: A, BUILDING: 01 - MAIN BUILDING 0 COMPLETED
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NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ROAN HIGHLANDS NURSING CENTER 146 BUCK CREEK ROAD
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(X4} I SUMMARY STATEMENT GF DEFIGIENCIES FROVIDER'S PLAN OF CORREGTION
PREFIX {EACH DEFICIENCY MUST BE PRECEDE[ BY FULL pR'é’.cu; (EACH CORRECTIVE ACTICN SHOULE BE CDIE‘(‘?ETE
TAG REGULATORY QR LSG IRENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
N 002} 1200-8-8 No Deflclencles N 002 K 046 Monitoring
Euﬁng the Lita Safetydportign of the annual Results of these audits will be reported
cansure survay canduoted on 4/12/2015, no Director t
geficlencies were cited under 1200-08-5, ) guarterly by the Aiiaintenance ) ctor to
Standards for Nursing Homes. the Quality Assurance Performance
Iprovement Committee for Review and
Recomimendations.  The Adrlinlstrator
and Maintenance Director will follow up
on recommendatibns from the QAPI
Committee to assure compliance. The
QAPl  Committee consists of the
Administrator,. Medical Director,
Consultant  Pharmacist, Director of
Nursfng, Assistant Director of Nursing,
MDS Nurse Coordinator, Social Services.
Director, Actlvities Director, Dietary
Manager, Maintenance Diractor,
Housekeeplng / Laun({w.Dlrector, Bysiness 5/10/15
Office Manager, Admissions Director, and
Therapy Manager,
Oivision of Health Care Fagillles
IER REPRESENFATIVE'S SIGNATURE TMLE {X8) DATE
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